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Executive Summary

COVID-19 has been declared a Pandemic by the World Health Organization (WHO)
and a Public Health Emergency (PHE) by the U.S. Government. A pandemic, as
defined by the WHO, is a worldwide spread of a new disease; occurring over a wide
geographic area and affecting an exceptionally high proportion of the population.
Current evidence shows that the virus infects others at a higher rate than influenza and
has higher rates of hospitalization and death when compared to influenza. U.S.
citizens, including Veterans and healthcare personnel are at risk for COVID-19 infection.

The primary goal of the operations plan is to protect Veterans and staff from acquiring
COVID-19 infection by leveraging technology, communications as well as using
dedicated staff and space to care for COVID-19 patients. The Department of Veterans
Affairs (VA) will create a safe environment by implementing a system where one VA
facility operates as two separate “zones” (Standard and COVID-19) for inpatient care.
VA will provide most outpatient care for Veterans through telehealth services as
appropriate. This approach minimizes the risk of infection, supports expansion to meet
an increasing need for COVID-19 services, and provides Veterans in routine VA care
consistent access to VA care. The plan includes strategies to address a large number
of COVID-19 cases to include alternative sites of care for Veterans with COVID-19.

Purpose

This plan outlines Veterans Health Administration (VHA) response activities for COVID-
19 in the United States. VHA will conduct all activities necessary to protect Veterans
and staff from COVID-19 and ensure continuity of access to and delivery of healthcare
services to Veterans as appropriate. Also, as defined in the Pandemic Crisis Action
Plan (PanCAP) Adapted U.S. Government COVID-19 Response Plan (March 13,
2020)7, VHA will support U.S. Department of Health and Human Services (HHS)
through Emergency Support Functions (ESFs) as requested. This response will be
carried out in accordance with the National Response Framework (NRF)? and in
accordance with established departmental authorities and standing policies.

Situation

Background

A pneumonia of unknown cause detected in Wuhan, China was first reported to the
World Health Organization (WHO) Country Office in China on 31 December 2019. The

T As of March 18, 2019, this plan is not available for public distribution or release. Public release of this
document is pending approval.

2 National Response Framework, Fourth Edition, published on October 29, 2019, and revised on February
27, 2020. https://www.fema.gov/media-library/assets/documents/117791
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virus was later named “SARS-CoV-2” and the disease it causes named “coronavirus
disease 2019” (abbreviated “COVID-19”).

On January 30, 2020, the International Health Regulations Emergency Committee of
the WHO declared the outbreak a “Public Health Emergency of International Concern
(PHEIC). On January 31, 2020, HHS Secretary Alex M. Azar Il declared a PHE for the
United States to aid the U.S. healthcare community in responding to COVID-19. On
March 11, 2020 WHO publicly characterized COVID-19 as a pandemic.

Pandemic

A pandemic is a global outbreak of disease. Pandemics generally happen when a new
virus emerges to infect people and can spread between people sustainably. People
have little to no pre-existing immunity against the new virus and it holds the potential to
spread worldwide.

This is the first pandemic known to be caused by the emergence of a new coronavirus.
In the past century, there have been four pandemics caused by the emergence of novel
influenza viruses. As a result, most research and guidance around pandemics is
specific to influenza, but the same premises can be applied to the current COVID-19
pandemic. Pandemics of respiratory disease follow a certain progression outlined in a
“Pandemic Intervals Framework.” Pandemics begin with an investigation phase,
followed by recognition, initiation, and acceleration phases. The peak of illnesses
occurs at the end of the acceleration phase, which is followed by a deceleration phase,
during which there is a decrease in ilinesses. Different countries can be in different
phases of the pandemic at any point in time and different parts of the same country can
also be in different phases of a pandemic.

Source and Spread of the Virus

Coronaviruses are a large family of viruses that are common in several species of
animals, including bats, camels, cattle, and cats. Rarely, animal coronaviruses can
infect people and then spread between people, as observed with Middle East
Respiratory Syndrome (MERS)-CoV, Severe Acute Respiratory Syndrome (SARS)-
CoV, and now with this new virus (named SARS-CoV-2).

The SARS-CoV-2 virus is a betacoronavirus, like MERS-CoV and SARS-CoV. All three
of these viruses have their origins in bats. Similar sequences between patients from
U.S. and initial patients in China likely suggest a single, recent emergence of this virus
from an animal reservoir.

Early on, many of the patients at the epicenter of the outbreak in Wuhan, Hubei
Province, China had some link to a large seafood and live animal market, suggesting
animal-to-person spread. Later, a growing number of patients reportedly did not have
exposure to animal markets, indicating person-to-person spread. Person-to-person
spread was subsequently reported outside Hubei and in countries outside China,

VHA OEM COVID-19 Response Plan 2



including in the U.S. Community spread means some people in a given area have been
infected and it is not known how or where they became exposed.

lliness Severity

The complete clinical picture of COVID-19 is not fully known at this time. Reported
illnesses range from very mild (including some with no reported symptoms) to severe
including iliness resulting in death). While information suggests that most COVID-19
illness is mild, a report out of China suggests serious illness occurs in approximately 16
percent of cases®. Older people and people of all ages with severe underlying health
conditions — like heart disease, lung disease, and diabetes, for example — seem to be
at higher risk of developing serious COVID-19 illness.

Risk Assessment

Risk depends on characteristics of the virus, including how well it spreads between
people; the severity of resulting illness, the medical or other measures available to
control the impact of the virus (for example, vaccines or medications that can treat the
illness) and the relative success of these measures. In the absence of a vaccine or
treatment medications, nonpharmaceutical interventions become the most important
response strategy; these include community interventions that can reduce the impact of
disease.

Risk from COVID-19 can be broken down into risk of exposure versus risk of serious
illness and death:
Risk of Exposure is increased for:

e People in places of reported, ongoing community spread of the virus that causes
COVID-19, with the level of risk dependent on the location

e Healthcare workers caring for patients with COVID-19
e Close contacts of persons with COVID-19

e Travelers returning from affected international locations where community spread is
occurring, with level of risk dependent on where they traveled

Risk of Severe lliness is increased for:
e Older adults, with risk increasing by age

¢ People who have serious chronic medical conditions, such as: heart disease,
diabetes, lung disease, and hypertension

3 Dr. Nancy Messonnier, Director of the National Center for Immunization and Respiratory Diseases
(NCIRD) cited this in a recent telebriefing. https://www.cdc.gov/media/releases/2020/t0303-COVID-19-

update.html
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Planning Assumptions

The focus of VHA’s preparedness model has been to maintain an “all hazards” core
High Consequence Infection (HCI) response capability at all VA medical facilities. VHA
is ensuring active liaisons between VA and public health authorities at all levels, and
between VA Medical Centers and local healthcare coalitions. The following generalized
assumptions specific to COVID-19 include:

e Efficient and sustained person-to-person transmission that is documented by
authoritative U.S. and international scientists and that occurs anywhere in the world
will indicate an imminent pandemic.

e Susceptibility to the virus may be universal.
¢ lliness rates may be highest among the elderly (65 years of age and older).

e Some persons will become infected but may not develop clinically significant
symptoms, i.e., they will not be aware that they have been infected with the COVID-
19 virus for 14 days.

e As would symptomatic individuals, persons who have COVID-19 with little to no
symptoms may be capable of transmitting infection.

e Most estimates of the incubation period for COVID-19 range from 1-14 days. Recent
work reports the median incubation period to first symptoms to be 5.1 days.*

e Children play a major role in transmission of infection as their illness rates are likely
to be higher, they usually shed more virus, and they do not control their secretions
as well.

e Approximately 20 percent of the infected population will require hospitalization, of
this, approximately 5 percent will require ICU level care and approximately 2.3
percent will require ventilator support.

e Rates of serious illness, hospitalization, and deaths will depend on the virulence in
the U.S. and the difference between more and less severe scenarios may be tenfold.

e Risk groups for severe or fatal infection cannot be predicted with certainty but are
likely to include the elderly and persons with specific chronic medical conditions.

e In a severe outbreak, absenteeism (the number of absent employees) may reach 40
percent, due to illness, the need to care for ill family members, or fear of infection
during the peak weeks of a community outbreak. Lower rates of absenteeism are
expected during the weeks before and after the peak.

4 Lauer SA, Grantz KH, Bi Q, et al. The Incubation Period of Coronavirus Disease 2019 (COVID-19) From
Publicly Reported Confirmed Cases: Estimation and Application. Ann Intern Med. 2020; [Epub ahead of
print 10 March 2020]. https://doi.org/10.7326/M20-0504
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e There may be critical shortages of healthcare resources, such as Personal
Protective Equipment (PPE), staffed hospital beds, mechanical ventilators, morgue
capacity, temporary holding sites with refrigeration for storage of deceased, and
other resources. This is only mitigated by meticulous planning.

e Public health measures, such as temporarily closing schools, and quarantining
household contacts of infected individuals are likely to increase rates of absenteeism
due to employees with school-aged children.

e Potentially 30 percent of the workforce could be non-available due to illness or
caring for sick family members.

e Similar to influenza, the event could last 18 months or longer and could include
multiple waves of illness.

e Multiple waves of epidemics are likely to occur across the country, lasting many
months altogether. Historically, the largest waves have occurred in the fall and
winter, but the seasonality of a pandemic cannot be predicted with certainty.

Authorities

National Authorities

Primary national authorities are listed below. For a full list of authorities, reference the
Biological Incident Annex (BIA) or PanCAP Annex A: Authorities.

1. Public Health Service Act, Pub L. No. 78-410, 58 Stat. 682 (1944) (codified as
amended at 42 United States Code (U.S.C.) §§ 201 et seq.; 42 U.S.C. §§ 300hh-
1 and 16).

2. Public Readiness and Emergency Preparedness Act, Pub. L. No. 109-148
(codified as amended in the Public Health Service Act at 42 U.S.C. §§ 247d-6d).

3. Economy Act, Pub. L. No. 73-2 (1933) (codified as amended at 31 U.S.C.
§1535).

4. Robert T. Stafford Disaster Relief and Emergency Assistance Act, Pub. L. No.
93-288 (as amended at 42 U.S.C. §§ 5121-5207).

5. Presidential Policy Directive 44 (PPD 44), Enhancing Domestic Incident
Response (2016).

6. Homeland Security Presidential Directive 5 (HSPD-5), Management of Domestic
Incidents (2003).

VHA OEM COVID-19 Response Plan 5



VHA Specific Authorities
1. Title 38, U.S.C., Section 8117, Emergency Preparedness (Pub L. No.107-287, as
amended).

2. VA/DoD Health Resources Sharing and Emergency Operation Act, Pub L. No.
97-174, May 4, 1982.

3. Department of Veterans Affairs Emergency Preparedness Act of 2002, Pub L.
No. 107-287, November 1, 2002.

Guiding Doctrine

The BIA and Response and Recovery Federal Interagency Operational Plans (FIOP),
approved January 2017, provides strategic guidance for the coordination of the
interagency during a biological incident. The PanCAP (approved in January 2018), and
the VA Pandemic Influenza Plan (March 2006) operationalize the BIA with a focus on
viral pandemic pathogens. The U.S. Government and VHA COVID-19 Response
Plan(s) provide adapted Federal response actions to this disease.

Mission

HHS is the Lead Federal Agency (LFA) and reports to the Office of the Vice President,
the task force lead for the whole government response. HHS will take all necessary
action to leverage U.S. Government (USG) resources to prepare for, respond to, and
recover from COVID-19. VHA, in conjunction with VA, will coordinate activities with
HHS to:

e Limit the spread of COVID-19 infection to Veterans and staff,
e Provide care for those infected with COVID-19,
e Provide continuity of care for non-infected Veterans, and

e Provide resources to HHS in support of ESF mission assignment tasking, as
requested.

Roles and Responsibilities

National Level Roles and Responsibilities

The Federal Emergency Management Agency (FEMA) coordinates Federal support and
consequence management. VHA supports Federal interagency support with HHS, as
requested, to assist State, Local, Territorial, and Tribal (SLTT) partners with
preparedness and response activities. As defined in Annex F. Federal Roles and

VHA OEM COVID-19 Response Plan 6



Responsibilities of the U.S. Government COVID-19 Response Plan (March 13, 2020),
VA is responsible for the following:

VHA will provide PPE fit-testing, medical screening, and training for ESF #8°and
other Federal response personnel.

Provide VHA staff as ESF #8 liaisons to FEMA the Incident Management Assistance
Teams deploying to the state emergency operations center.

Provide VHA planners currently trained to support ESF #8 teams.

VHA provides vaccination services to VA staff and VA beneficiaries in order to
minimize stress on local communities.

VHA furnishes available VA hospital care and medical services to individuals
responding to a major disaster or emergency, including active duty members of the
armed forces as well as National Guard and military Reserve members activated by
state or Federal authority for disaster response support.

VHA provides ventilators, medical equipment and supplies, pharmaceuticals, and
acquisition and logistical support through VA National Acquisition Center.

National Cemetery Administration (NCA) provides burial services for eligible
Veterans and dependents and advises on methods for interment during national
security emergencies.

VHA designates and deploys available medical, surgical, mental health, and other
health service support assets.

VHA provides one representative to the National Response Coordination Center
(NRCC) during the operational period on a 24/7 basis.

VA Level Roles and Responsibilities

Under Secretary for Health (USH):

Establishes policy for VHA HCI preparedness in concert with the Secretary of VA,
the HHS, Assistant Secretary for Preparedness and Response (ASPR) and Centers
for Disease Control and Prevention (CDC).

Designates VHA program offices with leadership and support responsibilities for HCI
preparedness and response.

Provides funding necessary for COVID-19 response efforts, including but not limited
to equipment, supplies, pharmaceuticals, training, and human resources.

5 Emergency Support Function #8 — Public Health and Medical Services Annex,
https://www.fema.gov/media-library/assets/documents/25512
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Deputy Under Secretary for Health (DUSH)

e The DUSH is responsible for ensuring the support and participation of VHA program
offices with the national-level HCI advisory committee.

Assistant Under Secretary for Health for Operations (AUSHO)

e The AUSHO is responsible for ensuring Veteran Integrated Service Network (VISN)
and VA medical facility requirements are provided to the VHA Emergency
Management Coordination Cell (EMCC).

Directors of the Offices of Emergency Management (OEM) and Population Health
(PH)

The Directors of OEM and PH are responsible for establishing and managing a national-
level COVID-19 advisory group that is composed of subject matter experts from VHA
program offices, as well as VISN and facility-level representation. The advisory group is
responsible for:

e Developing policy, plans, guidance, and education to support VHA'’s readiness for
response and recovery from the COVID-19 outbreak.

e Coordinating VHA COVID-19 response plans with officials from VA, HHS Assistant
Secretary for Preparedness and Response (ASPR), CDC, and other Federal
agencies.

e Making recommendations for the strategic management of supplies and equipment
necessary to support the response to the outbreak.

e Determining requirements for the capabilities of VA healthcare facilities.

VISN Director

e Designating responsibility for the oversight of equipment and supplies maintained
within the VISN for the COVID-19 outbreak.

e Communicate VISN response efforts to local media, the Congress, Veteran Service
Organizations, and Veterans

e Maintaining active liaison with the State departments of public health for the
integration of VA Medical Center (VAMC) preparedness and response activities, as
appropriate.

VAMC Directors

e Establishing a COVID-19 advisory workgroup. This interdisciplinary workgroup has
both clinical and non-clinical expertise. Suggested composition includes
representation from infectious diseases/infection prevention and control, nursing,

VHA OEM COVID-19 Response Plan 8



industrial hygiene/safety, emergency management, ethics, and other subject matter
experts, as appropriate.

e Maintaining situational awareness and identifying sources of medical and
epidemiological information.

e Establishing procedures for the identification, screening, isolation, diagnosis and
treatment of Persons Under Investigation (PUls), including processes for
cleaning/disinfecting and infectious waste removal, as appropriate.

e Maintaining and ensuring an adequate amount of medical supplies, equipment,
medication, and PPE is available at the point of patient care.

e Designating space to care for COVID-19 patients while minimizing the risk of
contagion to non-infected patients and visitors.

e Determining and communicating a clear ethical framework for the allocation of
scarce resources in coordination with the facility’s Ethics Consultation Service.

e Documenting patient and employee responses to risk assessment screening
questions.

e Providing education and training to those staff members who will be involved with
COVID-19 patients consistent with their roles and responsibilities and risk-based job
analysis at least annually.

e Conducting periodic exercises that integrate non-VA community partners.

e Coordinating VAMC COVID-19 preparedness and response activities with the VISN
and with local healthcare coalitions, public health, and emergency management
authorities, as appropriate.

¢ |dentifying any needed corrective actions through COVID-19 training, exercises or
actual incidents, and include in overall improvement plans that are approved by
leadership.

Execution

Concept of Operations

This plan outlines key decisions, actions, and interagency coordinating structures
implemented during the COVID-19 response. In addition to our core mission objective
of protecting Veterans and staff from infection, providing care for those infected, and
maintaining continuity of care for non-infected Veterans, VHA also provides support
nationally as outlined in the Pandemic and All-Hazards Preparedness Act and the NRF.

Operational Phases and Triggers

The concept of operations for this incident is based on the VHA COVID-19 Strategic
Response Plan (VHA COVID-19 Workgroup, Emergency Management Coordination

VHA OEM COVID-19 Response Plan 9



Cell, version 1.0, March 3, 2020). It aligns with the interagency triggers to the CDC
intervals for each phase as well as the COVID-19 Containment and Mitigation Strategy
developed by the National Security Council (NSC).

The table below provides mapping between these operational constructs:

Table 1: Mapping of Operational Constructs
Post-

Post-incident | Post-incident Rccovery and

Pre-Incident incident Overations Overations Restoration
Phase 1C Operations Pmase 2B Pmase 2C Operations
Phase 2A Phase 3
Near Activation,
USG COVID- ; Situational, . Restoration and
Certainty of Employment of | Intermediate
19 Response . Assessment, . Long-Term
Credible Resources Operations
Plan Phase and Recovery
Threat
Movement
CDC Interval Recognition Initiation Acceleration Deceleration
NSC COVID- "
Transition from
19 . : . .

. . Aggressive Containment Community Preparing for
Containment / Containment ; . e . .
Mitigation Containment | to Cp_mm_unlty Mitigation Future Epidemics

Mitigation

Strategy

Phase 1 — Phase 3 - Phase 4 -
VHA Phases of | Contingency . . Extended

. . Phase 2 — Initial Response Alternate Sites :
Implementation | Planning and Operations and
I of Care
Training Recovery

NOTE: Transitions between phases are informed by triggers outlined in the sections
below.

VHA OEM COVID-19 Response Plan 10



National level Response Phases of Implementation

VA Specific
ESF #8
Responsibilities

Table 2: VA Specific ESF #8 Responsibilities

1c - Near
Certainty
or Credible

Threat

- Enhance
VA Facility
Surveillance

Phase 2A —
Activation,
Situational
Assessment,
and Movement
- Identify and
request
interagency
Liaison Officer
(LNO) to
support HHS
Secretary’s
Operations
Center (SOC).

Phase: Phase
2B -
Employment of
Resources and
Stabilization

- Designate and
deploy available
medical, surgical,
mental health,
and other health
service support
resources.

- Provide liaisons
as ESF #8 assets
to Federal and
state emergency
coordination
entities.

Phase: Phase 2C -
Intermediate
Operations

- Provide mortuary
assistance in the
interment of human
remains.

- Furnish available
VA hospital care
and medical
services in a major
disaster or
emergency.

- Provide acquisition
and logistics support
to public
health/medical
response
operations.

As specified in Annex F and Annex X of the U.S. Government COVID-19 Response
Plan, VHA has assigned responsibilities to HHS regarding mission assignment taskings
under Emergency Support Function #8 - Public Health and Medical Services. The table
below provides the details regarding the responsibilities and operational phases where
these assignments may be exercised:

VHA Response Phases of Implementation

VHA will respond using a 4-phase approach to COVID-19:

1) Contingency Planning and Training;

2) Initial Response;

3) Establishing Alternate Sites of Care; and

4) Sustainment and Recovery.

This document provides an overview of the changes that are necessary within VHA to
mitigate the impacts from the COVID-19 outbreak on Veterans, employees, and
healthcare operations.

VHA OEM COVID-19 Response Plan
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Figure 1: VHA Concept of Operations - Phases of Operation

Phase 1 - Contingency Planning and Training

VHA's overall strategy for mitigating the impact of COVID-19 on Veterans, employees,
visitors and the VHA healthcare delivery system. The overarching principles guiding the
strategy are:

e Protect patients not infected and employees from acquiring COVID-19 infection.

e Shift priorities, resources, and standards of care to accommodate a large influx of
infectious patients.

e Physically and functionally separate suspected or confirmed COVID-19 patients from
individuals who have not been exposed to the virus.

e Use dedicated employees to care for COVID-19 patients.
e Leverage technology and communications to minimize exposure.

¢ |dentify opportunities to deliver supportive care to large populations of patients, in
coordination with community partners.

Trigger: Phase 1 is triggered during an outbreak outside of the US. This phase ends
with the occurrence of an outbreak of COVID-19 in the US.

Objective: Update plans, procedures, and techniques and conduct training to protect
Veterans and staff in the event of an outbreak of the COVID-19.

VHA OEM COVID-19 Response Plan 12



Table 3: Phase 1- Strategies for Mitigating COVID-19

Strategies Stabilization Targets

a. Develop plans, policies and Provisional plans are complete, approved and
procedures to protect Veterans issued as guidance across the VHA enterprise.
and staff.

b. Conduct training on the developed | Initial training programs developed and published
plans, policies, and procedures. based on initial planning guidance with
mechanisms; update/revise as necessary.

c. All VAMCs conduct a Tabletop 100 percent of facilities completing a TTX, lessons
Exercise (TTX). learned reviewed and integrated into planning
cycle.

d. Identify PPE Stockage Levels and | Verify national stock levels, monitor/track
Requirements. utilization, implement proactive strategies to
ensure no interruption in care.

e. ldentify existing capability and Ensure plans in place and ready to accommodate
“just in time capability” rapidly developing resource needs to fulfill
requirements. emerging capability gaps.

f. Develop “one voice” messaging Develop and communicate initial messaging.
for Veterans and staff. Develop processes to update, refresh, and

reinforce messaging.

Phase 2 - Initial Response

VAMCs must be prepared to implement a response to COVID-19 outbreaks in their
areas. The strategies include:

e Ensure situational awareness reporting procedures are in place.

e Ensure transparent communications across the enterprise.

e Receive and triage Veterans with suspected or confirmed COVID-19 infection.

e Provide acute and outpatient care for Veterans with COVID-19.

e Maintain care for Veterans without COVID-19 through telehealth services, a
preferred delivery system, if possible.

Trigger: Phase 2 is triggered when there is an initial outbreak of COVID-19 in the US.
This phase ends when either existing capability/supply chain cannot maintain levels to
meet demand or when the response capabilities can meet and sustain the response
operations indefinitely.

Objective: Implement containment and mitigation actions to respond to local and/or
regional outbreaks.

VHA OEM COVID-19 Response Plan 13



Table 4: Phase 2 - Strategies for Mitigating COVID-19

Strategies

a. Ensure situational awareness reporting
procedures are in place at all levels.

‘ Stabilization Targets

Implement procedures to capture current
situation information and provide clear,
accurate, and timely operational information
to senior management.

b. Transparent communication to ensure
information availability and analysis is
getting all levels.

Implement systems to capture, aggregate,
and report the latest situational information
at all levels across the enterprise.

c. Receive and triage initial patients:

i.  Protect uninfected patients and staff
from infectious patients and staff.

ii.  Provide acute care for COVID-19
patients.

iii.  Support mildly ill COVID-19 patients in
home isolation —and use telehealth.

iv.  Support patients in voluntary home
quarantine — use telehealth.

v.  Continue to address routine
healthcare needs for all patients.

¢ Initial guidance developed and
published.

e Physical measures implemented at the
facilities to provide isolation of COVID-
19 cases while ensuring continuing
care operations for non-effected
patients.

e Implement Telehealth programs to
reduce the number of cases entering
medical facilities.

e Provide mechanism to monitor and
track patients under care in home
quarantine.

d. Implement response plans and adjust as
necessary.

Procedures to ensure management
objective and operational info inform the
planning cycle.

Each facility will establish workflows that create two zone types: one for outpatient and
inpatient zones for suspected and confirmed COVID-19 cases and another for standard
healthcare cases. The “two zone approach” allows every VAMC to establish separate
solutions to safely care for Veterans with COVID-19 while continuing to provide care for
Veterans in need of standard VA facility-based healthcare. Separate locations for these
two populations allow for the creation of secured areas, implementation of appropriate
infection control practices, and deployment of staffing models to limit risk to Veterans

and staff.

Triage: VA will deploy various tools to prompt Veterans to call VA before visiting a VA
facility while sick. Some of the tools will provide extensive triage capabilities (e.g., Call
Centers) while other will be self-reported answers to standard questions (e.g., check-in
kiosks). The table below highlights Veteran touchpoints and strategies. Virtual and in-

person triage strategies are presented below.
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Table 5: Phase 3 — Virtual and In-person Triage Strategies
Veteran VA Interface

Strategy Online | MyHealth Nat. VISN/ Scheduled Scheduled Facility | In-
APP Appt. -eVet Call Facility  Visit Visit Drop in | house
Mgt Center | Phone Virtual Physical

Provide
education on v v v v v v v v v
COVID-19

Remind to call
before going to
any healthcare
site

Provide self-
screening tool
Provide
education on
isolation and
quarantine
Link “If you
have these
symptoms” to
actionable path
Pathway for
Veteran to
move within
physical space
Set
expectations
Isolation,
Quarantine, v v v v v v
and monitoring

Virtual: Veterans and staff will be directed to “call first” when they have symptoms of a
cold or flu before traveling into a VA facility. For Veterans, VA call centers (contract,
VISN, facility) have scripted language and workflows to assess fever/symptoms and will
conduct a warm handoff to trained clinical staff for additional triage over the telephone.
Veterans with confirmed symptoms may be instructed to come to a VA facility for
additional triage or may be asked to remain at home with VA providing virtual follow up
(e.g., telehealth or telephone care). VA staff, volunteers, and trainees will follow a
similar process and notify their supervisor and/or occupational health before coming to
work.

Patients triaged and without suspicion of COVID-19 infection who require urgent or
emergency care will be directed to an area separate from the COVID evaluation area.
Standard acute inpatient and ICU units will be also separate from those dedicated to
COVID-19 care.
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In-person: Patients who are referred to a facility by a call center or present at the facility
will enter a local system designed to limit the exposure of other Veterans and VA staff to
COVID-19. Veterans will be instructed by the call center or through local signage to use
a limited number of designated entry points into the facility and to ask for a face mask
when they enter the facility. COVID-19 triage stations are located close to these
entrances and employees outfitted with appropriate PPE will screen all individuals for
signs, symptoms, or epidemiological exposures that put them at high risk for COVID-19
infection. The possible outcomes of this triage are:

e Patient is sent home with or without instructions for self-care and self-quarantine or
isolation as appropriate, for non-face-to-face medical evaluation, or to an alternate
site of care; or

e Patient is directed to the standard urgent care or emergency department; or

e Patient is directed to the COVID emergency department.

Inpatient Care: The “two zone” plan applies to all inpatient areas and is designed to
limit exposures to COVID-19 in the ICU and acute care areas, community living centers,
and VA rehabilitation programs. By shifting outpatient care from facility-based to virtual
care for all Veterans, VA addresses potential risk through social distancing and isolation
and quarantine of Veterans who have or are under investigation for COVID-19. VA
facilities will be able treat increasing numbers of Veterans with COVID-19 in a safe and
high-quality environment due to these preparedness efforts.

The implementation of these principles will begin immediately through actions to
address how Veterans will be triaged; to split facilities —both physically and functionally
— into a “COVID-19 Hospital” encompassing COVID-19 ED/urgent care, hospitalization,
and ICUs where patients suspected or confirmed to have COVID-19 would be housed
and cared for, and a “Standard Hospital” for uninfected patients.

Standard Zone: The Standard Zone’s primary mission is the safe care for acute
conditions in patients who do not have known COVID-19, symptoms of COVID-19, or
high-risk exposure to COVID-19. All elective admissions should be cancelled to limit
the risk of these Veterans entering the facility as well as to free up staff to provide care
to either sicker standard patients or patients with COVID-19.

Employees should not cross-cover between COVID-19 and standard units. Traffic
routes between units should be separate whenever possible. Employees and patients
in the standard hospital must be screened periodically for signs or symptoms of COVID-
19 infection and, if positive, immediately isolated and transferred to the COVID-19
hospital. In some instances, a standard unit (e.g., Medical/Surgical) should be
converted to a COVID-19 unit based on suspected widespread exposure inside that unit
(such as from an infected healthcare employee). Visitors should also be restricted and
encouraged to use non-face-to-face methods to communicate with loved ones.

CQOVID-19 Zone: The COVID-19 Zone’s primary mission is the safe care of acutely ill
confirmed or suspected COVID-19 patients or those with high-risk COVID-19
exposures, whether their condition relates to COVID-19 or not. The Medical Center will
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dedicate complete areas for emergency/urgent care, acute care, and ICU care to
COVID-19 hospitalized patients. These areas will limit COVID-19 exposure by staffing
with dedicated personnel to minimize the number of individuals who become potentially
exposed; restricting visitors and training activities; and minimizing patient movement.
New areas capable of caring for COVID-19 patients may be found by:

e Decreasing elective admissions or procedures
e Shifting and consolidating standard patients in certain locations

e Discharging individuals not deemed at immediate need for hospitalization (such as
patients in residential programs)

e Activating new (e.g., tents) or non-clinical areas

The air flow in these areas should be isolated from standard areas, and the air
exhausted, or high-efficiency particulate air (HEPA)-filtered, prior to recirculation.
Facilities will plan for cascading designation and activation of COVID-19 units, as
necessary. The COVID-19 hospital will have dedicated ancillary services, such as
radiology and phlebotomy. Employees working in the COVID-19 hospital need access
to dedicated PPE, restrooms, and break and call rooms. Medical care, infection control,
and environmental management will be done in accordance with CDC guidance.

Mental health, medical, and surgical specialty consultation should be conducted using
non-face-to-face methods (e.g., telehealth, telephone, and e-consults), when possible.

Outpatient Care: Ambulatory care areas include in-hospital primary care, mental health,
specialty clinics, and Community Based Outpatient Clinics (CBOCs). The strategies for
these areas are:

e Postpone routine and ‘non-urgent’ care of patients who do not have known COVID-
19, symptoms of COVID-19, or high-risk exposure to COVID-19 or shift to
Telehealth.

e Telehealth follow-up of Influenza-Like-lliness (ILI)/COVID-19 patients at home.

e Triage of patients with ILI for home isolation versus emergency evaluation for
possible hospitalization.

Larger CBOCs will maintain point of entry triage for those patients that physically
present at the facility. Facilities will need to determine how smaller CBOCs will function,
including whether suspected COVID-19 patients will be seen at these locations. Clinics
may also be closed, and staff directed to work from home or assist at other facility
locations. Clinics should attempt to shift to an “all telehealth” mode, with phone, video,
and/or electronic communication to meet the immediate needs of ambulatory patients,
with the exception of some “standard” urgent care (including primary and mental
health). Patient Aligned Care Teams (PACT) and specialty clinics should use non-face-
to-face methods to communicate with all their scheduled patients, and to respond to any
urgent needs.
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COVID-19 Outpatient Care: Veterans who are being tested for, and those who have
been confirmed to have, COVID-19 infection should be assessed for at home
quarantine or isolation®. With approximately 80 percent of persons with COVID-19
having asymptomatic disease or mild symptoms, limited inpatient resources should be
reserved for those with severe disease or significant contraindications to at-home
quarantine or isolation. At-home Veterans will be managed through telehealth with the
potential use of mobile services, such as the Annie App — a VA service that sends
automated text messages to Veterans to help them stay focused on their self-care and
assist with follow up. Documenting recovery from COVID-19, including a series of
negative laboratory tests, continues to evolve and will require adjustments to specimen
collection routines. At-home patients requiring face-to-face visits should first be
considered for Home Based Primary Care-type solutions or follow guidance above for
triage and inpatient care.

Residential Populations: Special consideration is needed for residential populations at
the medical center: nursing homes/hospice, mental health, rehabilitation, mental health
rehabilitation treatment programs, spinal cord, and blind rehabilitation. Strategies to be
considered include discharging some of these patients, temporarily closing some
programs, or safely sequestering these patient populations, especially particularly
vulnerable populations like nursing home residents. Facilities should provide an extra
layer of entry restriction, infection control precautions, and supply chain scrutiny. These
areas should have limited or no visitors and careful monitoring of employees, both for
symptoms and history of sick close contacts. Social distancing on the ward may be
required to limit viral transmission within a care unit.

Phase 3 - Alternate Sites of Care

Phase 3 includes activities that focus on how VHA organizes with community partners
to address overwhelming numbers of patients who need hospitalization.

Trigger: This phase only occurs if VHA cannot meet the demands of the incident. This
phase occurs when demand outpaces capability and alternate capabilities are needed.
Phase 3 ends when capabilities are stabilized and can meet and maintain demand
requirements.

Objective: Ensure VHA’s ability to meet all Veterans’ needs when demand outpaces
capabilities and continue to protect our Veterans and staff while responding to an
outbreak of the COVID-19.

6 Isolation is used to separate ill persons who have a communicable disease from those who are healthy.
Isolation restricts the movement of ill persons to help stop the spread of certain diseases. Quarantine is
used to separate and restrict the movement of well persons who may have been exposed to a
communicable disease to see if they become ill.
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Table 6: Phase 3 - Strategies for Coordination with Community Partners

Strategies

Stabilization Targets

sites of care to meet
demand

a. Activate identified alternate

Alternate physical care site plans developed and ready to
implement for VA medical centers. This includes alternate
buildings as well as mobile field hospital capacities.

b. Implement activities and
procedures to meet limited
capabilities to include
facilities, staff, and supplies

Plans implemented to reduce or stop all routine care at a
VA medical facility and provide for continuation of care of
non-infected patients at other locations or through other
mechanisms.

c. Be prepared to support local
communities as possible

Plans developed and ready to implement regarding
contingencies to support care of non-Veteran patients if
required.

d. Be prepared to implement
contingency planning for
worst case scenario

Plans developed and ready to support alternate care
standards of care for facilities operating with greatly
reduced resources.

VHA will establish alternate sites of care should the healthcare system not be able to
meet demands on care. The goal will be to ensure VHA maintains the capability to
meet the Veterans’ need when demand outpaces capabilities. The strategies are:

e Activate identified alternate sites of care in accordance with the facility Emergency
Operations Plan to meet surge demand (e.qg., outlying ward or building, field hospital,

site off VA campus).

¢ Implement activities and procedures to meet limited activities to include facilities,

staff and supplies.

e Be prepared to support local communities under agreement to provide care.

e Be prepared to implement contingency planning for worst case scenario.

e Be prepared to move non-critical patients to alternative sites.

Activities should focus on expanding space within the COVID-19 hospital; identifying
opportunities within each VISN for housing large numbers of Veterans; and/or,
integrating with local, state and Federal partners to address overwhelming numbers of
patients who need hospitalization. Some solutions require legal authority to purchase
services or to provide services to non-Veterans.
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Phase 4 - Extended Operations and Recovery

This phase begins when the public health authorities recognize that the outbreak is
beginning to wane, and clinical operations are beginning to stabilize. It also includes
activities designed to sustain the VHA healthcare system during extended periods of
active virus transmission and intervals during which transmission slows. A couple of the
top priorities to consider would be to prepare for a second wave, reinitiate curtailed
services during the surge phase, monitor the health and well-being of staff and
rehabilitate (clean, service, and renew) all rooms, equipment and resources utilized in
the response phase.

Trigger: This phase begins with the ability to meet and maintain the long-term
response capabilities needed to combat the COVID-19 outbreak. The phase ends with
a return to usual job functions and scopes of practice.

Objective: Maintain the highest standards of care for all Veterans, continue to protect
Veterans and staff and return to normal operations.

Table 7: Phase 4- Strategies for VHA Healthcare System Sustainment

Strategies Stabilization Targets

a. Conduct sustained operations Plans to measure and monitor availability of
routine care at all VA medical facilities, and
mechanisms to deliver and source care for
non-affected Veterans at alternate facilities.

b. Recover facilities, staff and equipment Plans implemented to support additional
and return to normal operations resource needs:
o Staff augmentation plans to provide rest and
recovery

¢ Restock medical equipment

¢ Mental healthcare for Veterans, Employees,
and families

e Communication strategies on returning of
normal operations

The overall goal of Phase 4 is to maintain the highest standards of care for all Veterans,
continue to protect Veterans and staff and return to normal operations. It is also to
identify facility recovery needs and develop priority recovery processes to support a
return to pre-incident operations or a new standard of normalcy for the provision of
healthcare delivery. The organization will use its emergency operations plan to define
its response to emergencies and recovery after the emergency has passed. Various
aspects of a recovery effort could take place during an event or after an event.
Recovery strategies and actions are designed to help restore the systems that are
critical to providing care, treatment, and services in the most expeditious manner
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possible. Emergency operations plans are designed to provide optimum flexibility to
restore critical services as soon as possible to meet community needs. Recovery
strategies maintain a focus on continuity of operations.

Direction, Control, and Coordination

The EMCC serves as the Multi Agency Coordination System (MACS) for VHA and
coordinates with:

e All VA Administrations
e Federal, state, and local agencies and offices
e Private sector partners and stakeholders

¢ Non-governmental organizations

VISN Level: Direction, control, and coordination activities at the VISN level will occur in
the VISN Emergency Operations Center (EOC). The VISN will provide coordination as
a regional level MACS and direction and control as an EOC for the VA facilities within its
catchment area.

VAMC Level: Direction, control, and coordination activities at the facility level will occur
in the Hospital Command Center. The facility will assume tactical and operational
control of all deployed response resources in response to an incident. Administrative
control of resources will remain with the originating facility.

Program Offices: Direction, control, and coordination activities at the VHA Program
level will occur congruently with the EMCC. The Program Offices may have certain
tactical and operational responsibilities, specific to their programs controlling, tracking,
and deploying program specific resources to a VISN or facility in response to an
incident. Administrative control of resources will remain with the originative Program
conjunction with the requesting VISN/facilities.

Workgroup: Direction, control, coordination activities at the Workgroup level will occur
within and under the supervision of the EMCC. The Workgroups will be formulated
based on the scale and scope of the incident and the need from the VISN/field. The
purpose of the Workgroup is to develop specific COVID-19 guidance and developing
answers to “Frequently Asked Questions” sent from VHA Staff to the EMCC.
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Information Collections, Analysis, and Dissemination

Essential Elements of Information (EEI) provide context, informs decision making, and
contributes to analysis. The baseline EEI's for the COVID-19 incident include, but are
not limited to the following:

Table 8: Essential Elements of Information

Component ‘ Sub-Component ‘ Essential Element of Information
Medical Hospitals Number of COVID-19 patients seen and number
of admissions. Number of COVID-19 isolation
beds available/committed
Dialysis Status of dialysis services. If discontinued,
number of patients impacted and actions to
mitigate
Pharmacies When available, status of vaccination program -
vaccinations available, given, and shortfalls
Home Care Number of COVID-19 patients under home
monitoring
Community Based Operational Status of CBOC facilities, Veterans
Outpatient Clinics impacted if shut down, and continuation of
(CBOC) service plan
Readjustment Operational Status of RCS facility. Veterans
Counseling Services impacted if shut down, and continuation of
(RCS) service plan including community outreach via
mobile vet center deployments
Long Term Care Operational status of facility, number of COVID-
Facilities 19 admitted, and facility shortfalls
Telehealth Number of COVID-19 calls and limitations in
availability
Patient Emergency Medical Status of facility emergency services department,
Movement Services and limitations/shortfalls

Transportation

Patient transportation needs, availably of
resources, shortfalls/Tunmet needs, and special
transportation needs

Epidemiological | Laboratory Availability of COVID-19 testing, number of cases
Surveillance tested, and shortfalls in testing resources

Facility Security Status of security operations, limitations, and
Management special needs

Human Capital

Status of personnel resources, shortfalls, and
unmet needs

Mortuary

Number of COVID-19 fatalities and resource
shortfalls

Medical Supply
Chain

Personal Protective
Equipment

Status of PPE (masks, isolation gowns, etc.),
resource shortfalls, and unmet needs

Veterans Canteen
Services

Status of VCS services, resource shortfalls,
unmet needs, and special considerations
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The VHA OEM Watch (Watch) will be responsible for collecting, analyzing, and
disseminating information regarding the disease outbreak. Information shall be
formatted and shared in a manner most easily used by stakeholders and customers.

Information flow will travel from the facility Hospital Command Center (HCC) to the
VISN EOC and finally through the National Healthcare Operations Center (HOC). The
Watch will continuously monitor the inbound information sent to the HOC, and
coordinate with the HOC to monitor and ensure all incident specific information is
communicated to the EMCC Planning Section Situational Unit through the Issue Brief
(IB) process (see Figure 3: VHA Emergency Communication).

Figure 3: VHA Emergency Communication

Issue Briefs

Issue Briefs (IBs) are short summary briefs of knowledge on topics specified by critical
information requirements. The knowledge base of an IB consists of Essential Elements
of Information (EEIs) surrounding the specifics of the event or incident. The typical EEls
of an HCI event disease outbreak are listed on the page above. IBs are created and
transmitted via the Issue Brief Tracker Web Application (The Tracker). This System is
owned by the HOC and monitored by the VHA Watch. Typically, IBs are produced at
the facility or VISN level, although a VHA Program Office could also create an IB. The
Essential Elements of information (EEI) written on the IB are tracked, monitored and
briefed to VHA leadership and the IOC.
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Situational Reports

A Situation Report (SitRep) provides a brief update on an event to make certain that
VHA leadership is informed of the details of an HCI event. The SitRep gives details
containing facts and verified information to gives a Common Operating Picture (COP) of
the “who, what, when, where, why, and how” regarding the current HCI event.
Information is captured at the facility level, usually by the Emergency Manager and the
HCC, and then reported to the VISN, with a courtesy copy often sent to the Office of
Emergency Management. At the VISN level, the Incident Management Team and its
Emergency Program Coordinator (EPC) will collect, collate, review and combine (if a
multiple facility event) SitReps and report up to the EMCC.

Additionally, the EMCC maintains situational awareness in the field through the Area
Emergency Managers (AEMs) in the affected areas. When the AEM is not deployed for
the HCI event and is embedded within the VISN EOC Incident Management Team, the
AEM can capture information at the VISN level and coordinate reporting through the
Regional Emergency Manager (REM) to the EMCC Planning Section.

Communications

Communication protocols and coordination during a disease outbreak will follow
established procedures, with exceptions put into place to implement social distancing
and minimize face-to-face contact. Communications at the VHA, VISN, and VAMC
levels will integrate into the appropriate governmental level Joint Information System
(JIS).

There are two functional areas within the EMCC which focus on communications:
1) the VHA OEM Watch and 2) the EMCC Public Affairs Officer (in conjunction with the
Communications Workgroup).

VHA OEM Watch

The Watch serves as the lead entity in the EMCC for risk and situational awareness
communications by creating storyboards each evening. A storyboard is a sequence
PowerPoint(s) representing the current COVID-19 situation as it is laid out in a pre-
illustrative manner. Storyboards are briefed by the Watch to VHA leadership during the
HOC morning coordination call.

The EMCC will coordinate two-way communication with program offices, VISNs and
VAMCs, and other partnering agencies via conference calls and video conferences
throughout the duration of COVID-19. The Watch is available 24 hours per day, 7 days
a week.
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The EMCC Public Information Officer (PIO) & Communications
Workgroup

The EMCC PIO and the Communications Workgroup, serve as the focal point for
development of messaging and the distribution of communications and public education
material regarding the COVID-19 incident to VHA Program Offices, VISNs, and
facilities. The EMCC PIO will coordinate with other interagency and program office’s
P1Os to ensure the consistency of communications and education messaging regarding
COVID-19.

Health and medical Veteran information messaging will be coordinated among VHA
healthcare partners through a Joint Information System.

Communication Approval and Dissemination

Unified Command serves as the lead approving entity within VHA for COVID-19 risk
messaging to staff and Veteran messaging to VHA veteran constituents. The Unified
Command for VHA’s COVID-19 response consist of two lead agencies, Population
Health and Office of Emergency Management. The directors comprise the Unified
Command and are appointed to approve and/or disapprove of all outbound messaging
relating to COVID-19.

Currently, there are three (3) points of distribution for information upon approval from
Unified Command:

e HCI SharePoint: A central hub which Workgroups can make available approved
informative documents, guides, AUSHO correspondence with the Field and other
related COVID-19 materials for use of VA staff.

e Daily Coronavirus: VHA Leadership Coordination Call - A call setup by the EMCC
Plans Section with Program offices, VISNs and facility leadership to discuss
concerns, develop items for action, and track the developments of COVID-19.

e PIO/Communication Workgroup: The Communication Workgroup consists of PIOs
from various VA and VHA program offices. The Communication Workgroup
develops information and educational materials in a “one-voice” method to
disseminate to Veterans and staff concerning COVID-19. This process can be
distributed through e-mail, video or telephone conferences.

Administration, Finance, and Logistics

Administration, Finance, and Logistics support requirements will be accomplished
through the appropriate level of coordination or command center (EMCC, VISN EOC,
VAMC HCC). Multi-agency agreements will generally be coordinated and executed at
the EMCC or VISN EOC levels. (Additional details are contained in the finance and
logistics appendixes of this plan)
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Plans Development and Maintenance

This plan is an incident-specific annex to the VHA HCI Base Plan. This annex and
associated appendices plan shall be reviewed and revised on the same periodic
schedule as the HCI Base Plan.

Key Information Sources and References

Information Sources

VHA nCoV Web Site: https://www.publichealth.va.gov/n-coronavirus/index.asp

VHA Directive 0320.02, Veterans Health Administration Health Care Continuity
Program has been approved for publication; it can be found by clicking on the
following link:

http://vaww.va.gov/vhapublications/ViewPublication.asp?pub 1D=8644

CDC Interim Pre-pandemic Planning Guidance: Community Strategy for Pandemic
Influenza Mitigation in the United States: https://www.cdc.gov/flu/pandemic-
resources/pdf/community mitigation-sm.pdf

CDC Community Mitigation Guidelines to Prevent Pandemic Influenza - United
States: https://www.cdc.gov/media/dpk/cdc-24-7/preventing-pandemic-
influenza/community-mitigation-quidelines-for-preventing-pandemic-flu.html

NETEC 2019 nCoV Repository: https://repository.netecweb.org/

ASPR TRACIE, Infectious Disease Topic Collection:
https://asprtracie.hhs.gov/infectious-disease

References:

Executive Order, Advancing the Global Health Security Agenda to Achieve a World
Safe and Secure from Infectious Disease Threats, November 2016

Institute of Medicine, Crisis Standards of Care, A System’s Framework for
Catastrophic Disaster Response, 2012. Available at:
https://www.nap.edu/catalog/13351/crisis-standards-of-care-a-systems-framework-
for-catastrophic-disaster

Presidential Policy Directive-2 (PPD-2) Implementing National Strategy for
Countering Biological Threats, November 2009.

Federal Emergency Management Agency, Biological Incident Annex, January
2017.VHA National Center for Ethics in Health Care, “Meeting the Challenge of
Pandemic Influenza: Ethical Guidance for Leaders & Health Care Professionals in
the Veterans Health Administration,” July 2010; Ethical Issues in Ebola Virus
Disease Preparedness and Response, November 2014. Available at:
https://www.ethics.va.gov/policy.asp
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Appendix A — Patient Screening and Treatment

Purpose

The purpose of this document is to outline best practices for screening and triage of
suspected COVID-19 cases. The overarching goal is quick recognition of possible
COVID-19 cases in order to:

e Appropriately triage and care for patients with COVID-19.
e Appropriately triage and care for patients who are not infected with COVID-19.

¢ Minimize interactions between infected and uninfected persons.

Scope

Triage: Entails the entire process of clinical screening, and efficient and appropriate
determination as to whether a patient requires hospitalization or can be cared for at
home with monitoring.

Screening: Includes assessment for clinical signs, symptoms, and exposure history
concerning for COVID-19 infection. Focus of screening should be on quick recognition
and isolation of potential cases, with appropriate use of Personal Protective Equipment
and Infection Control practices, and protection of uninfected patients from those who
may be infected.

Triage and screening require either physical or virtual interaction. The triage and
screening process includes both in-person and virtual and options by which patients
enter a medical evaluation.

Screening should occur not only for patients, but also for staff entering all VA facilities.
Non-essential visitors should not be permitted in VA facilities. Non-essential visitors are
persons whose physical presence is not necessary for provision of medical care.

Visitors whose presence is necessary for provision of care should also undergo
screening.

Virtual screening and virtual care will be utilized as first line care whenever possible to
minimize exposure of Veterans, visitors, and staff to respiratory pathogens including
COVID-19.

Within VA: Physical Entry into VA facilities should be limited, controlled, and
monitored. Screening and triage of Veterans and staff will take place in multiple sites
across VA:

e Virtual triage, including:
o Clinical Contact Call Centers
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o Telephone care appointments
o VA video connect telehealth care
o Secure messaging e-mails
e Emergency Department
e Clinics, including primary care, mental health, geriatrics, specialty, and surgical care

e Inpatient Areas — within Standard area, recognition and transfer patients with
possible COVID-19

e Home Based Primary Care

e Other VA care sites that are separate from medical centers

Outside of VA: Non-VA Partners should be encouraged to call VA to assist in triage,
as many patients will be appropriate for virtual care rather than emergency or in-person
care. Screening and triage of Veterans and staff will also take place in sites outside of
VA:

e Local public health authority

e Residential facilities, such as nursing homes, inpatient substance abuse programs.
e Non-VA clinics

¢ Non-VA hospitals

e Non-VA dialysis centers

e Other sites providing Non-VA care

If a Veteran is transferred from a non-VA site to a VA site of care, whether in-person or
virtual, triage and screening should be repeated.

Planning Assumptions

Clinical Operations other than emergency and inpatient services will have shifted to
primarily virtual/telehealth modalities. Clinics may still be operating on a limited basis
for face-to-face needs, so will need ability to triage patients appropriately to determine
whether they have respiratory illness potentially concerning for COVID-19, and whether
they require emergency vs home care.

At some sites, essential outpatient clinical operations, such as hemodialysis, infusions,
and chemotherapy, will need to continue.
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Key assumptions:

Efficient and sustained person-to-person global transmission is documented by
authoritative U.S. and international scientists signaling a pandemic that will affect VA
and trigger utilization of this strategy.

About 50 percent of those who become ill will seek care. If effective antiviral drugs
become available for treatment, more people will be expected to seek medical care.

Risk groups for severe illness or fatal infection cannot be predicted with certainty but
are likely to include the elderly and persons with chronic medical conditions.

Susceptibility to the virus may be universal in wave one. Future waves can expect
some population immunity.

Additional assumptions to consider:

The event could last 18 months or longer and could include multiple waves of iliness.

Multiple waves of epidemics are likely to occur across the country, lasting many
months altogether. Historically, the largest waves have occurred in the fall and
winter, but the seasonality of a pandemic cannot be predicted with certainty.

Effective response to the virus requires coordinated efforts of a wide variety of
organizations.

There may be critical shortages of healthcare resources, such as Personal
Protective Equipment (PPE), staffed hospital beds, mechanical ventilators, morgue
capacity, temporary holding sites with refrigeration for storage of deceased, and
other resources.

Some persons will become infected, but may not develop clinically significant
symptoms, i.e., they will not be aware that they have been infected with COVID-19
virus.

o As would symptomatic individuals, individuals who have COVID-19 but no or
minimal symptoms may be capable of transmitting infection.

o The typical incubation period (interval between infection and onset of symptoms)
for COVID-19 is up to 14 days.

Absenteeism:

o In a severe outbreak, workforce absenteeism may reach 40 percent attributable
to iliness, the need to care for ill family members, or fear of infection during the
peak weeks of a community outbreak, with lower rates of absenteeism during the
weeks before and after the peak.

o Public health measures of temporarily closing schools, declaring other closures,
and quarantining household contacts of infected individuals are likely to increase
rates of absenteeism due to employees with school-aged children.
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o Staff may be capable of performing some of their duties via telework and
participating in provision of virtual care.

Concept of Operations
In-Person Triage and Screening

In-Person Triage and Screening — Physical Entry Points

All staff and patients who physically present to the Medical Center will be admitted
through limited triage stations set up at designated entry point(s). Best practices,
locations, and number of triage points will vary based on capacity, size, layout, and
other individual facility needs and constraints, but all entry into facilities should be
monitored.

Where possible, these should include separate entrances for patients requiring
emergency evaluation, staff members, and patients presenting for nonemergent
(scheduled) face-to-face outpatient needs.

In facilities where provision of chemotherapy, infusion of immunosuppressive
agents, or dialysis occurs, consider separate entry points for these patients away
from entry for emergency patients, but triage and standardized questions should still
take place prior to entry.

All entry points should be manned, and there should be no entry into the hospital
outside of these checkpoints. Nonessential visitors should not be allowed.

The emergency triage checkpoint should be located as close as possible to the
Emergency Department (ED) and to parking to minimize crossing of infected
patients through hospital common areas. If the ED and parking are distant from one
another, a dedicated hallway should be used to get from parking to ED, and this
should not be used for patients presenting for scheduled outpatient needs.

Individual sites should consider best practices based on facility needs or constraints.
Sites are encouraged to share best practices with the EMCC.

Should consider rotating staff manning screening sites on and off screening
assignments to avoid fatigue and burn-out.

In-Person Preliminary Triage and Screening: Emergency Care Entry

At the pre-emergency triage checkpoint, staff (outfitted with appropriate PPE for
COVID19 per CDC guidance: https://www.cdc.gov/coronavirus/2019-ncov/infection-
control/control-recommendations.html) should screen all individuals to determine

whether virtual care may be appropriate, or if there is need for emergency, in-person,
evaluation. If there is need for emergency care, signs, symptoms, or epidemiological
exposures that put them at high risk for COVID-19 infection.
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The following questions are suggestions for preliminary triage to emergency versus
virtual care:

Preliminary Triage: Checkpoint staff ascertains whether Veteran needs acute or in-
person care. Potential questions include:

e Do you need emergency care?

e Do you need to be seen by a medical provider?
e Are you able to care for yourself at home?

e Are you having difficulty breathing?

¢ Are you having chest pain or pressure, weakness, or other symptoms that worry
you?

o If well, patient is offered option for virtual care and is provided access instructions. If
not well or requesting an in-person evaluation, proceed with preliminary screening.

The following questions are suggestions for preliminary screening to determine whether
a patient needing emergency services should be evaluated in the COVID-19 or
Standard area. Questions regarding exposure should change as the course of the
pandemic evolves.

Preliminary Screening:

e Are you having fever, cough, shortness of breath, cold or flu-like symptoms?
o If yes, mask patient and escort to COVID-19 triage area for further care.
o Consider use of a sticker or other marker to designate area of triage.

o If no, do you have a recent close contact with someone with COVID-19 or travel
to an area where COVID-19 is spreading in the community?

= If yes, mask patient, escort to COVID-19 triage area for further care.
= |f no, escort to Standard area for further care.

In-Person Clinical Triage and Screening: Emergency Care Areas

Clinical triage and screening occur after the preliminary triage and screening at the
emergency entry checkpoint. The purpose of the preliminary triage and screening is to
determine whether the patient may be appropriate for virtual care and, if not, whether
they should be evaluated in the COVID-19 or Standard area. The purpose of clinical
triage and screening is to assess the patient clinically, in order to provide appropriate
medical care.
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This evaluation should be per the evaluation clinical team and per CDC guidance.
Personal protective equipment requirements for staff conducting the screening and
those performing sample collection following CDC guidance.

e Veterans with respiratory symptoms and/or fever are clinically evaluated and cared
for in the COVID-19 Emergency area.

o If decision is made to admit, consider re-screening to determine admission to
COVID-19 versus Standard area.

e Veterans without respiratory symptoms and/or fever are clinically evaluated and
cared for in the Standard Emergency area.

o If decision is made to admit, a careful exposure history should be obtained to
ensure that the Veteran is at low risk for subclinical or asymptomatic infection
with COVID-19.

In-Person Initial Triage and Screening: High-Risk Outpatient Care Entry

High risk outpatient care entry sites should be the intake point for ongoing outpatient
needs of patients at high risk for complications of COVID-19, particularly those requiring
hemodialysis, chemotherapy, or immunomodulating infusions.

e Site should be geographically separate from the area in which high-risk outpatients
will receive care.

e Site sh